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Abstract
The 2001 anthrax attacks emphasized the need to develop outreach that would more effectively 
support racial/ethnic minority populations during a bioterrorism incident. Given the importance of 
antibiotic prophylaxis in a future anthrax attack, it should be a priority to better support racial/
ethnic minorities in mass dispensing programs. To examine the needs and perspectives of racial/
ethnic minorities, this study used a nationally representative poll of 1,852 adults, including 1,240 
whites, 261 African Americans, and 282 Hispanics. The poll examined public reactions to a 
“worst-case scenario” in which cases of inhalation anthrax are discovered without an identified 
source and the entire population of a city or town is asked to receive antibiotic prophylaxis within 
48 hours. Findings suggest willingness across all racial/ethnic groups to comply with 
recommendations to seek prophylaxis at dispensing sites. However, findings also indicate possible 
barriers for racial/ethnic minorities, including greater concern about pill safety and multiple 
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attacks as well as lesser knowledge about inhalation anthrax. Across all racial/ethnic groups, 
roughly half would prefer to receive antibiotics at mass dispensing sites rather than through the US 
Postal Service. People in racial/ethnic minority groups were more likely to say this preference 
stems from a desire to speak with staff or to exchange medication formulation or type. Findings 
suggest the need for tailored outreach to racial/ethnic minorities through, for example, emphasis 
on key messages and enhanced understandability in communications, increased staff for 
answering questions in relevant dispensing sites, and long-term trust building with racial/ethnic 
minority communities.
During the 2001 anthrax attacks, public health officials were challenged with providing 
antibiotic prophylaxis to a racially and ethnically diverse group of people who had likely 
been exposed to Bacillus anthracis.1–3 This experience emphasized the need to develop 
outreach and communications that would more effectively support racial/ethnic minority 
populations during a possible future bioterrorism incident. It should therefore be a priority to 
address the needs of racial/ethnic minority groups with respect to programs for mass 
dispensing of antibiotic prophylaxis, which form a central piece of the nation’s capabilities 
for reducing mass casualties in the case of future anthrax attacks.3–11
In order to improve mass dispensing programs for racial/ethnic minority groups, it is 
important to understand how people in racial/ethnic minorities might respond to such 
programs and whether that differs from majority white populations.9 It may be particularly 
important to understand whether there are differences in attitudes about the dispensing 
programs or knowledge about disease etiology that might dissuade members of racial/ethnic 
minority groups from obtaining and taking antibiotic prophylaxis available at mass 
dispensing sites. If so, a more tailored approach with particular outreach to racial/ethnic 
minority communities may be needed to ensure equal access to prophylaxis and related 
information and to increase rates of adoption.
There is little research to shed light on the issue of racial/ethnic minorities’ response to mass 
prophylaxis programs. One key source of information is analysis of the response to the 2001 
prophylaxis programs, although the populations targeted for these efforts were part of 
federal institutions, including the US Postal Service (USPS) and the Senate, rather than 
members of the public at large. Moreover, the focus was almost exclusively on African 
Americans rather than Hispanics. Nonetheless, a study among people who participated in 
these programs does suggest there were attitudinal differences between racial/ethnic groups; 
perceived racial discrimination was a critical element in decreased trust in government 
among African Americans, whereas it did not play a role for whites.3 Related studies 
reinforce the idea that African Americans had lower levels of trust in the related anthrax 
vaccine efforts. This stemmed in part from differences in risk perceptions among African 
Americans, which were partly rooted in historical memory of the Tuskegee syphilis 
experiments.12 Further, these differences echo findings from a study of public opinion about 
the fairness of government response to a “bioterrorist attack,” in which African Americans 
were less likely to feel that the government would “respond fairly to [their] health needs 
regardless of race, ethnicity, income or other personal characteristics,”13 and a study 
showing lower levels of specific aspects of trust, including “honesty” and “consistency in 
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information,” in the event of a smallpox attack.14 These studies are important insofar as 
differences in trust may affect willingness to adhere to government recommendations during 
an attack. However, none of these studies focuses on mass prophylaxis programs nor do they 
show racial/ethnic differences with respect to levels of preparedness or willingness to 
respond to recommendations.
Research about racial/ethnic differences in the response to other kinds of public health 
emergencies, like natural infectious disease outbreaks and natural disasters, provides greater 
understanding of likely differences between groups, although such studies again focus more 
frequently on differences between African Americans and whites and rarely include other 
racial/ethnic minorities. Studies in these areas suggest that racial minorities may respond 
less to government efforts in a crisis: for example, African Americans were less likely to 
evacuate from New Orleans when Hurricane Katrina struck, were less likely to get 
vaccinated during the H1N1 influenza pandemic, and are less likely to want to get the 
smallpox vaccine in the event of a future episode.15–19 African Americans also reported they 
were less likely to (be able to) adhere to significant social distancing measures (eg, staying 
away from work for many weeks) in the case of a future influenza pandemic,20 but they 
were more likely to take less costly measures of personal protection during the H1N1 
pandemic.21
Differences in behavior between African Americans and whites appear related to differences 
in underlying attitudes toward government and related risk perceptions, social 
connectedness, and cultural and religious values, as well as differential abilities to access 
and act on information provided in emergencies.22–27 Moreover, lower income and 
education levels, which are more common among racial/ethnic minorities, as well as 
preexisting health disparities contribute to more limited abilities to respond to public health 
emergencies while simultaneously increasing vulnerability.5,8,28,29
While studies directly comparing the responses of Hispanics and whites to major 
emergencies are rare, available research does show related disparities in emergency 
preparedness, access to emergency information, ability to respond to government 
recommendations, and recovery from natural disasters, in particular. These studies reinforce 
the notion that differential socioeconomic status, interwoven with language and immigrant 
status, contributes both to vulnerability and to lower ability to recover from disasters.30 The 
extent to which these issues manifest for African Americans or Hispanics in the context of a 
mass prophylaxis program for anthrax has yet to be explored.
In this study, we used a nationally representative poll to explore possible racial/ethnic 
differences in responses to a mass prophylaxis program for inhalation anthrax based on the 
Department of Homeland Security’s (DHS) target capability for mass prophylaxis and the 
Center for Disease Control and Prevention’s (CDC) Cities Readiness Initiative (CRI) 
scenario for which jurisdictions prepare to provide initial prophylaxis to 100% of their 
populations within 48 hours.9,31,32 The goal was to provide broad insights about possible 
differences in racial/ethnic minorities’ responses to the program’s key dimensions, which 
could help shape planning and communications at the time of a real attack.
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We examined whether there were differences in: (1) people’s willingness to go a dispensing 
site and get antibiotics, as well as the possible barriers to going; (2) people’s willingness to 
consume antibiotics they receive at the site and barriers to consumption; (3) people’s 
preference for having antibiotics delivered by the USPS within 48 hours as compared to 
going to dispensing sites to get antibiotics, and barriers to acceptability of this alternative 
delivery mode;33 and (4) factors that might be barriers to compliance with any of these 
recommendations, including lack of concern about inhalation anthrax, misperceptions about 
the contagiousness of the illness, disbelief in the safety and efficacy of the antibiotic pills, 
and a lack of confidence in the federal and state or local government’s ability to carry out 
this program.
Methods
For this study,* researchers at the Harvard School of Public Health (Boston, MA) conducted 
a nationwide telephone poll (landline and cell phone) with a representative sample of adults 
(18 years and older) using a random-digit dial (RDD) design from December 14, 2010, to 
January 9, 2011, excepting December 24 to 26. The total sample was 1,852, which included 
people who self-identified as white non-Hispanic (white 1,240), African American non-
Hispanic (261), or Hispanic (282). Social Science Research Solutions (Media, PA) oversaw 
field operations. Interviews were conducted in English and Spanish.
The interview included approximately 50 closed-ended questions about participants’ 
responses to a hypothetical scenario that forms the core of target capability and CRI: Cases 
of inhalation anthrax are discovered without an identified source, and the entire population 
of their city or town is asked to obtain a 10-day supply of prophylactic antibiotics within 48 
hours. The antibiotics are stored with the Strategic National Stockpile (SNS) and dispensed 
locally.34 Respondents were asked about 2 dispensing options: (1) Antibiotics would be 
dispensed in community locations, such as schools, by local (and sometimes state) public 
health departments; and (2) antibiotics would be delivered to people’s homes by the USPS. 
Appendix A includes the full questionnaire and scenario description (see online 
supplementary material at www.liebertonline.com/bsp).
This study uses polling as a model methodology for reaching target populations during a 
crisis because it may need to be replicated in a real crisis. The turnaround time of polls is 
quicker than many other survey techniques because of shorter field times and the 
standardization of question structures. This is critical in a crisis because it allows public 
health leaders and policymakers to make rapid changes in response or communication.35 
Although polls generally have lower response rates than longer-term surveys, research 
suggests that resultant data are comparable to data from higher-response surveys conducted 
over longer periods of time when weighted to key demographics.36 Weighting addresses 
differential nonresponse across demographic groups, although it may not fully adjust for this 
possibility. In this poll, the response rate was 13%, and data were weighted to match the 
*This poll was the second in a series. The approach for this study was parallel to that of the first poll, and thus only essential elements 
and those different from the first study are reported here; more detail may be found in the article describing results from the first poll. 
Please see SteelFisher GK, Blendon RJ, Ross LJ, et al. Public response to an anthrax attack: reactions to mass prophylaxis in a 
scenario involving inhalation anthrax from an unidentified source. Biosecur Bioterror 2011;9(3):239–250.
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following known population parameters: gender, age, race, education, homeownership, 
phone status, metropolitan status, and US census region. Parameters were taken from the US 
Census Current Population Survey and the National Health Interview Survey.37–39 Data 
were also adjusted to account for the probability of selecting a given person based on his or 
her cell phone and landline access as well as by household size.
Researchers compared findings from the total population in each year for questions that 
remained identical in each poll and found no meaningful differences; thus, analysis focused 
on racial/ethnic differences and only data from the second wave are presented here. 
Comparisons between racial/ethnic groups used 2-tailed t-tests (Newman Keuls) that 
account for the use of weighted data and reduce the risk of false-positive results from 
multiple comparisons. Differences are considered significant using a conventional alpha 
level of 0.05. All statistically significant differences are shown in the tables, though only 
significant differences of at least 10 percentage points were considered to have practical 
implications for policy and are therefore described as such in the text.
Results
Willingness to Go to a Dispensing Site
If it were recommended by public health officials at the time of an attack, a strong majority 
across all racial/ethnic groups indicated they were likely (“very” or “somewhat”) to go to a 
dispensing site to get antibiotic pills for themselves (88% white, 93% African American, 
91% Hispanic) (Table 1), including a majority in all racial/ethnic groups who would be 
“very likely” (68% white, 75% African American, 64% Hispanic). There was also a high 
fraction of parents in each racial/ethnic group who said they would be likely to go get 
antibiotic pills for their children (95% white, 98% African American, 98% Hispanic).
Among those who were not “very likely” to go to the dispensing sites (ie, those who were 
“somewhat likely,” “not very likely,” and “not at all likely” to go), the most commonly cited 
factors that were “major reasons” for this decision included: worry that “officials would not 
be able to control crowds” (48% total); worry about “the safety of the antibiotic pills, 
including side effects” (43%); and worry about “getting exposed to anthrax from someone 
who is sick at the dispensing site” (42%). African Americans and Hispanics were more 
likely to be concerned than whites about the safety of the pills (53% African American and 
62% Hispanic vs. 38% white), and Hispanics were also more likely than whites to be 
worried about getting exposed to anthrax from those who are sick with it at the dispensing 
sites (55% vs. 40%).
Among those who were not “very likely” to go to the dispensing sites, Hispanics were more 
likely than whites and/or African Americans to indicate that 8 of the 10 additional factors 
asked about in the poll were major reasons they would not go to the sites. These included: a 
worry about “being exposed to anthrax still in buildings, public transportation or on people 
at the dispensing site” (60% Hispanic vs. 36% African American and 37% white); worry 
that “there would not be enough antibiotic pills” (59% Hispanic vs. 29% African American 
and 32% white); and worry about “a second anthrax attack occurring” while going to the 
dispensing site (56% Hispanic vs. 13% African American and 22% white).
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Likelihood of Taking Antibiotics Right Away
Among those who were “very likely” or “somewhat likely” to get the pills for themselves, 
roughly three-quarters of people across all racial/ethnic groups would follow the advice of 
public health officials and start taking the pills right away (77% white, 68% African 
American, 74% Hispanic) (Table 2). However, at least 20% of people in each racial/ethnic 
group said they would hold on to the pills for later, and African Americans were more likely 
than whites to say this (20% white, 30% African American, 22% Hispanic).
Across all racial/ethnic groups, large fractions of parents who were “very” or “somewhat 
likely” to get the pills for their children would start to give the pills to their children right 
away (82% white, 79% African American, 77% Hispanic), but at least 14% in each racial/
ethnic group said they would hold on to the pills for later (14% white, 21% African 
American, 19% Hispanic).
Two of the reasons for not taking or giving the pills right away were similar among racial/
ethnic groups. Roughly three-quarters of people who said they would hold on to the pills for 
themselves or their children in each racial/ethnic group said a major reason was that they 
would only use the pills if they or their child (or children) had symptoms (74% white, 73% 
African American, 75% Hispanic). At least 6 in 10 in each racial/ethnic group said a major 
reason was that they would use the pills only if they knew the area where the anthrax had 
been released and they or their child (or children) had been there (66% white, 60% African 
American, 69% Hispanic). However, while nearly two-thirds of Hispanics (63%) and more 
than half of African Americans (53%) who were going to hold on to the pills said a “major 
reason” was the possibility of another anthrax attack, only a third of their white counterparts 
said the same (34%).
Preference for Dispensing Mode
Across all racial/ethnic groups, more people said they would go to the dispensing site as 
soon as possible than would wait for the USPS to deliver antibiotic pills within 48 hours 
(Table 3). Roughly half of whites and African Americans (54% and 47%, respectively) said 
they would not wait for the USPS, while 61% of Hispanics said the same.
Across all racial/ethnic groups, the most common “major reason” for not waiting to get pills 
from the USPS was the belief that people could get pills faster by going to a dispensing site 
(79% white, 82% African American, 82% Hispanic). For all other factors asked about in the 
poll, Hispanics and/or African Americans were more likely than whites to say the issue was 
a major reason for their decision. African Americans and Hispanics were more likely than 
whites to cite: the desire to speak with someone in person about questions they might have 
(78% African American and 79% Hispanic vs. 52% white); a concern that they would need 
to exchange the pill for another type or form (46% African American and 57% Hispanic vs. 
36% white); and a concern about the safety of pills delivered by the USPS (36% African 
American and 49% Hispanic vs. 17% white). Hispanics were more likely than whites and 
African Americans to cite: limited confidence that the USPS would deliver the pills (58% 
Hispanic vs. 38% white and 42% African American) and a worry that pills from the USPS 
would be less effective (43% Hispanic vs. 14% white and 25% African American).
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Attitudes and Beliefs that Could Affect Response
Whites and African Americans were more likely than Hispanics to say they were familiar 
(“very” or “somewhat” familiar) with the term inhalation anthrax (65% white, 63% African 
American vs. 47% Hispanic) (Table 4). Among those who said they were at least “somewhat 
familiar” with the term, African Americans were more likely than whites to believe that 
inhalation anthrax is contagious (36% African American vs. 25% white), while whites and 
Hispanics were more likely than African Americans to say they did not know whether it was 
contagious (17% white and 17% Hispanic vs. 7% African American). The vast majority of 
people in all racial/ethnic groups said that it was likely (“somewhat” or “very”) they would 
become seriously ill or die if they were exposed to anthrax and did not get treatment (91% 
white, 91% African American, 94% Hispanic).
A strong majority of respondents in all racial/ethnic groups said they would be worried 
(“very worried” or “somewhat worried”) about themselves becoming seriously ill or dying if 
they received news of an anthrax attack in an unknown location in their city or town (79% 
white, 84% African American, 87% Hispanic). However, African Americans and Hispanics 
were more likely than whites to say they would be “very worried” (55% African American 
and 63% Hispanic vs. 41% white), while whites were more likely to say they were 
“somewhat worried” (38% white vs. 28% African American and 25% Hispanic).
At least three-quarters of people in all groups said they would believe that the antibiotic pills 
are safe (“very safe” or “somewhat safe”) to take (85% white, 79% African American, 78% 
Hispanic). However, more than a third of whites said they thought the pills would be “very 
safe” (36%), while only a quarter of African Americans (25%) and Hispanics (23%) said the 
same. Views about the effectiveness of the pills were largely the same across groups; 85% 
of whites and 86% of African Americans and Hispanics said they thought the pills would be 
effective (“very effective” or “somewhat effective”).
Approximately two-thirds of people in all racial/ethnic groups said they would be confident 
(“very confident” or “somewhat confident”) that there would be a sufficient supply of 
antibiotic pills, but a quarter or fewer of people in any racial/ethnic group (19% white, 25% 
African American, 23% Hispanic) said they would be “very confident” in this. African 
Americans were more likely than whites or Hispanics to say they would be confident (“very 
confident” or “somewhat confident”) in the ability of federal public health agencies to 
deliver antibiotics to local and state public health agencies (74% African American vs. 58% 
white and 59% Hispanic). Smaller shares of all racial/ethnic groups were “very confident,” 
but African Americans were nonetheless more likely to say “very confident” than whites 
(22% African American vs. 10% whites).
Findings were somewhat similar when it came to people’s level of confidence in local public 
health agencies’ abilities to deliver antibiotics to the public. African Americans were more 
likely than whites to be confident (“very confident” or “somewhat confident”; 75% African 
American vs. 65% white) and more likely to be “very confident” (22% African American 
vs. 12% white). Approximately three-quarters of people across all racial/ethnic groups were 
confident (“very confident” or “somewhat confident”) in the ability of the USPS to deliver 
antibiotics to the public (73% white, 76% African American, 73% Hispanic). Roughly a 
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third of people in all racial/ethnic groups were “very confident” in this (30% white, 35% 
African American, 30% Hispanic).
Discussion
Results from this poll suggest that whites, Hispanics, and African Americans all show 
important signs of willingness to comply with public health recommendations for obtaining 
mass prophylaxis in the event of an anthrax attack. In particular, strong majorities of each 
racial/ethnic group say they would be likely to go to dispensing sites to get pills for 
themselves or their children, and majorities would also begin taking pills themselves or 
giving them to their children right away. Moreover, there are sizable fractions of all groups 
that are at risk of not fully complying with recommendations, such as those who say they 
would not consume the pills that they picked up at dispensing sites and would instead hold 
on to them. Thus, in the aggregate, there is important common ground across these diverse 
populations in the communications and operations needed for improving mass dispensing 
programs.9
The data also suggest there are some differences between racial/ethnic groups that may be 
important to consider in efforts to improve communications and operations to meet the 
needs of racial/ethnic minorities more effectively. In particular, we note 3 areas where 
African Americans and Hispanics are more likely to hold views that could become barriers 
to compliance with recommendations about going to dispensing sites and consuming 
prophylactic antibiotics.
First, both African Americans and Hispanics are more likely than whites to have concerns 
related to the safety of the pills. Hispanics in particular are also more likely than whites to 
hold a wide range of related concerns—such as concerns about insufficient pill supply and 
ineffective pills—that they say could prevent them from going to the site. These views are 
consistent with literature suggesting that racial/ethnic minorities may have more concerns 
about the safety of vaccinations in a pandemic context.16,17 They also reinforce the notion 
that racial/ethnic minorities can have lower trust in government than whites, insofar as pill 
safety is a government responsibility.22,25 However, additional study findings show that 
African Americans are more confident than whites in the government’s abilities to deliver 
the pills. These findings are consistent with independent polls conducted at the same time 
showing greater trust in the federal government’s actions among racial/ethnic minorities.40 
These results point to the multidimensional nature of trust and warn against making 
assumptions about trust-related attitudes.14 They reinforce the need for communications 
with messages pertaining to pill safety, sufficient supply, and general government 
competence, but they also highlight the importance of building trust across all of its 
dimensions, recognizing that this is a slower and more profound task. As one potential step 
in this process, it may be important to engage trusted local leaders from communities of 
color who can help build stronger bridges between dispensing programs and the 
communities they aim to serve.4
As a second potential barrier to seeking and taking prophylaxis, both Hispanics and African 
Americans are more likely than whites to be less informed about inhalation anthrax itself, 
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either because they have not heard of the illness or because they hold the erroneous view 
that it is contagious. Thus, it is not surprising that both groups are more likely than whites to 
have concerns about getting contaminated from another person who is sick at a dispensing 
site. Such concerns can not only make racial/ethnic minorities less likely to seek out 
prophylaxis at a dispensing site, but can make them more vulnerable to misinformation and 
rumor during a crisis.24,25 Strong communications outreach to Hispanics and African 
Americans that provides counterpoint messages will be critical in the event of a real attack. 
Further, it may be important to consider the possible underlying reasons for differential 
information, insofar as these may play a role in communications at the time of a real crisis 
and undermine efforts to disseminate relevant messages. For example, current differences in 
information about inhalation anthrax may relate to differences in education or language, 
which suggests, perhaps self-evidently, that readability and language should be considered 
in developing appropriate communications materials.
Third, this study shows that Hispanics are more likely to note that fears of a second attack 
might prevent them from going to a dispensing site, while African Americans are more 
likely than whites to cite concerns about a second attack that would encourage them to store 
pills rather than take them now. Increased concern about additional attacks has not been 
much explored in the literature but warrants further consideration. It is a complex issue 
because public health officials may not be able to say definitively that there will not be 
additional attacks; thus, racial/ethnic minorities may need more reassurances that the 
chances of survival—even in the event of a second attack— are higher by getting and taking 
the prophylaxis.
Across all racial/ethnic groups, there is evidence that “wait[ing] for the U.S. Postal Service 
to deliver pills [within 48 hours]” is not a uniformly appealing alternative delivery 
mechanism when sites are open simultaneously, with roughly half of each racial/ethnic 
group choosing to go to a dispensing site. While all racial/ethnic groups identify the need to 
get pills quickly as their primary reason for not waiting for delivery by the USPS, African 
Americans and Hispanics are more likely to cite an array of other factors that could make 
this option less appealing. They are more likely to cite possible problems related to the 
delivered pills, including safety concerns, a need for the suspension form, or a need for a 
different antibiotic because of allergy concerns. In addition, they noted a stronger desire to 
ask questions of staff. These findings suggest that dispensing sites that serve racial/ethnic 
minority communities may need more staff on hand to answer questions, as well as more 
written materials for “frequently asked questions” and pill-crushing instructions for 
medications where that is a recommended alternative to swallowing whole pills. Further, 
additional, alternative communication channels for this information, including telephone 
hotlines and web-based resources, may be helpful in supporting such needs. In developing 
materials and making staffing decisions, due consideration should be given to addressing 
possible barriers in language, readability, and accessibility of scientific information.
In considering the implications of our findings for improvements to mass dispensing 
programs, it is also important to consider the underlying reasons for observed differences in 
knowledge, attitudes, and predicted behavior that go beyond differences at the individual 
level. For example, differences in knowledge, attitudes, and predicted behavior may reflect 
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differences in the structural availability of accessible news or scientific information across 
racial/ethnic communities. They may also reflect differences in cultural contexts, including 
religion, that shape the interpretation of scientific information.41 Thus, dispensing programs 
may need to investigate complementary modes of message delivery that can reach people 
who are more isolated from mainstream media. They may also need to consider partnering 
with leaders in relevant communities of color who can effectively help deliver information 
in a culturally meaningful way that will be trusted.4
The findings from this study face 2 limitations. First, the poll asked participants to react to a 
hypothetical scenario, which may differ from the real-life circumstances and media 
description of any future attacks. However, the goal of the poll was not to provide an exact 
prediction of public response under a very specific scenario, but rather to provide broader 
insights about key aspects of public reaction to a mass prophylaxis dispensing program and 
to see whether those broad issues differed between people in major racial/ethnic groups. For 
this reason, we used a scenario that is somewhat general in nature and questions that 
highlight areas of concern that may be applicable to an array of specific scenarios. This 
approach has been useful in other tabletop planning exercises, as well as our previous 
poll.9,42,43
Second, despite evidence that polls provide data comparable to surveys with higher response 
rates in many cases, there may nonetheless be differences between the people who 
responded to this poll and those who did not. In particular, respondents may be more 
compliant than nonresponders, which would inflate the estimates of people who would be 
willing to adopt recommended behaviors, although it is less likely to affect differences 
between racial/ethnic groups.44 Thus, despite these potential limitations, the findings from 
this study suggest that public health officials who are planning mass dispensing programs 
may need to develop additional, targeted communications to African American and Hispanic 
communities to reduce possible barriers and create more effective outreach.
There are 2 important areas for consideration as the next steps in research for developing 
communication strategies and operations that further enhance the relevance and outreach 
potential for racial/ethnic minority communities. First, it may be worthwhile to explore and 
document the underlying reasons for differences seen in concerns and other attitudes 
described here. Areas for consideration include income and education, as well as 
sociocultural differences and community-level variables like access to information. Second, 
it is notable that there may be heterogeneity within the populations identified here with 
respect to key factors that shape response to communications, such as risk perception. Such 
differences may manifest along regional or socioeconomic lines, for example, and more 
research may be needed in order to explore them more fully.45,46
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Table 1
Racial/Ethnic Differences in Public’s Response to Recommendations to Go to a Dispensing Site to Get 
Antibiotic Pills and Related Barriers
Total White African American Hispanic
Likelihood of Going to a Dispensing Site
% saying how likely it is that they would go to a dispensing site to get antibiotic 
pills for themselves within 48 hours of confirmed anthrax cases:
(n = 1,852) (n = 1,205) (n = 282) (n = 261)
 Likely (very/somewhat) 89 88   93W 91
  Very likely 68 68 75 64
  Somewhat likely 21 21 19 26
 Not likely (not very/not at all) 10 11   6   9
  Not very likely   6   7   3   7
  Not at all likely   4   4   3   3
% saying how likely it is that they would go to a dispensing site to get antibiotic 
pills for their children within 48 hours of confirmed anthrax cases (among 
parents):
(n = 481) (n = 274) (n = 63) (n = 107)
 Likely (very/somewhat) 96 95 98 98
  Very likely 84 85 90 78
  Somewhat likely 11   9   7     20WA
 Not likely (not very/not at all)   4   5   2   2
  Not very likely   2   2   2 —
  Not at all likely   2   3 —   2
Barriers Preventing People from Going to Dispensing Site
% among adults not “very likely” to go to dispensing sites saying each of the 
following would be a “major reason” for not going:
(n = 562) (n = 369) (n = 80) (n = 80)
 Worried that officials will not be able to control crowds 48 46 40 58
 Worried about the safety of the antibiotic pills, including side effects 43 38   53W   62W
 Worried about being exposed to anthrax while at the dispensing site 42 40 42   55W
 Would wait to get antibiotic pills until sure exposed to anthrax 40 38 47 47
  I would worry about getting exposed to anthrax that might still be in 
buildings, public transportation, or on people at the dispensing site.
40 37 36     60WA
 Worried that there would not be enough antibiotic pills 34 32 29     59WA
  Able to get antibiotic pills from doctor or someone else instead 34 31 41   47W
 I would be worried about having an allergic reaction to the pills. 34 31 37   50W
 Think there would be no need because government is likely to have 
overblown the situation
26 25 13   30A
 I don’t think the antibiotic pills would be effective in preventing people from 
getting sick with anthrax.
26 24 21   38W
 I would worry about a second anthrax attack occurring while I went to the 
dispensing site.
26 22 13     56WA
 Don’t think I/my child(ren) would be likely to get sick from anthrax 23 19 28   38W
 Difficult to get to dispensing site and back home 21 21 14 27
— indicates less than 1%.
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W
Statistically significantly greater than white respondents.
A
Statistically significantly greater than African American respondents.
H
Statistically significantly greater than Hispanic respondents.
Note: Summary categories (eg, very/somewhat) may not equal the sum of individual categories combined (eg, very plus somewhat) due to 
rounding.
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Table 2
Differences in Racial/Ethnic Groups’ Likelihood of Taking the Antibiotics Right Away and Related Barriers
Total White African American Hispanic
Likelihood of Taking Antibiotic Pills Right Away
% who would start taking the antibiotic pills right away or hold onto them 
(among those “very” and “somewhat” likely to go get the pills for themselves):
(n = 1,664) (n = 1,076) (n = 261) (n = 241)
 Start taking the pills right away 75   77A 68 74
 Hold on to the pills for later 23 20   30W 22
% who would start giving their children the antibiotic pills right away or hold on 
to them (among parents “very” and “somewhat” likely to go get the pills for 
their children):
(n = 458) (n = 260) (n = 61) (n = 103)
 Start giving the pills to their child(ren) right away 78 82 79 77
 Hold on to the pills for later 19 14 21 19
Reasons for Holding on to the Antibiotic Pills
% among those who would hold on to pills for themselves or their children 
saying each of the following was a major reason:
(n = 469) (n = 266) (n = 86) (n = 75)
 Only use the pills if had symptoms of inhalation anthrax 73 74 73 75
 Only use the pills if I knew where the anthrax was released and had been in 
that area
65 66 60 69
Hold on to the pills in case there was another anthrax attack 42 34   53W   63W
W
Statistically significantly greater than white respondents.
A
Statistically significantly greater than African American respondents.
H
Statistically significantly greater than Hispanic respondents.













SteelFisher et al. Page 17
Table 3
Racial/Ethnic Differences in the Public’s Preference for Postal Service Delivery of Antibiotics and Reasons 
They Would Not Wait for Postal Service Delivery
Total White African American Hispanic
Public’s Preference for Postal Service Delivery of Antibiotic Pills Versus 
Going to PODs
% saying they would … (n = 1,852) (n = 1,205) (n = 282) (n = 261)
 Wait for the postal service to deliver antibiotic pills and only go to the 
dispensing site if or when you run out of pills
38 38   44H 34
 Not wait for the postal service to deliver antibiotic pills and go to the 
dispensing site as soon as possible
54 54 47   61W
 Wouldn’t do either   7   6   7   4
Reasons People Would Not Wait for the Postal Service to Deliver Antibiotic 
Pills
% among those who would not wait for the postal service to deliver antibiotic 
pills saying each of the following would be a “major reason” for not waiting:
(n = 1,021) (n = 663) (n = 139) (n = 162)
 Would get the antibiotic pills faster by going to the dispensing site 80 79 82 82
 Would want to go to the dispensing site in order to talk to someone about 
questions regarding the pill
60 52   78W   79W
 Would not be confident that the postal service would deliver the pills 42 38 42     58WA
 Would be concerned about not being able to exchange the standard antibiotic 
pills because I may have allergies to them or may need a liquid form
41 36   46W   57W
 Would worry that the pills from the postal service would not be as safe as the 
antibiotic pills available at the dispensing sites
25 17   36W   49W
 Would worry that the pills from the postal service would not be as effective as 
the antibiotic pills available at the dispensing sites
20 14   25W     43WA
W
Statistically significantly greater than white respondents.
A
Statistically significantly greater than African American respondents.
H
Statistically significantly greater than Hispanic respondents.
Note: Summary categories (eg, very/somewhat) may not equal the sum of individual categories combined (eg, very plus somewhat) due to 
rounding.













SteelFisher et al. Page 18
Table 4
Attitudes and Knowledge that Could Influence Public’s Willingness to Follow Public Health Officials’ 
Recommendations—Racial/Ethnic Differences
Total White African American Hispanic
Knowledge About Inhalation Anthrax
Familiarity with the term “inhalation anthrax” (n = 1,852) (n = 1,205) (n = 282) (n = 261)
 Familiar (very/somewhat) 62   65H   63H 47
  Very familiar 20   22H 20 13
  Somewhat familiar 42   43H 43 34
 Not familiar (not very/not at all) 38 35 36     53WA
  Not very familiar 17   18A 11   23A
  Not at all familiar 20 17   25W   29W
Belief about contagiousness (among those saying “very” or “somewhat 
familiar”)
(n = 1,482) (n = 1,001) (n = 200) (n = 197)
 Believe inhalation anthrax is contagious 28 25   36W 30
 Do not believe inhalation anthrax is contagious 56 59 56 50
 Do not know if inhalation anthrax is contagious 16   17A   7   17A
Belief about likelihood of serious illness or death if exposed to anthrax and not 
treated
(n = 1,852) (n = 1,205) (n = 282) (n = 261)
 Likely (very/somewhat) 91 91 91 94
  Very likely 69 68 68 72
  Somewhat likely 23 23 23 23
 Not likely (not very/not at all)   7   7   9   4
  Not very likely   4   5   3   2
  Not at all likely   2   2   6   2
Worry About Personal Risk in an Attack
Level of worry about becoming seriously ill or dying (n = 1,852) (n = 1,205) (n = 282) (n = 261)
 Worried (very/somewhat) 80 79 84   87W
  Very worried 46 41   55W   63W
  Somewhat worried 34     38AH 28 25
 Not worried (not very/not at all) 20   21H 16 13
  Not very worried 13     15AH   8   7
  Not at all worried   6   6   8   6
Views of Pill Safety and Efficacy
Views on whether the antibiotic pills used to treat anthrax would be safe to take (n = 1,852) (n = 1,205) (n = 282) (n = 261)
 Safe (very/somewhat) 83     85AH 79 78
  Very safe 32     36AH 25 23
  Somewhat safe 51 49 54 55
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Total White African American Hispanic
 Not safe (not very/not at all) 14 12   18W   20W
  Not very safe   9   8   9   14W
  Not at all safe   5   4   9W   6
Views on whether the antibiotic pills used to treat anthrax would be effective in 
preventing them from becoming seriously ill or dying if exposed to anthrax
(n = 1,852) (n = 1,205) (n = 282) (n = 261)
 Effective (very/somewhat) 85 85 86 86
  Very effective 26 24 30 29
  Somewhat effective 60 61 56 57
 Not effective (not very/not at all) 12 12 11 12
  Not very effective   8   9   5   9
  Not at all effective   3   3   6W   2
Confidence in Government’s Response
That there would be a sufficient supply of antibiotic pills for everyone in city or 
town who wanted them
(n = 1,852) (n = 1,205) (n = 282) (n = 261)
 Confident (very/somewhat) 65 65 68 66
  Very confident 21 19 25 23
  Somewhat confident 44 45 43 43
 Not confident (not too/not at all) 35 35 32 33
  Not too confident 26 25 24 27
  Not at all confident   9 10   8   6
In ability of federal public health agencies to deliver antibiotics to local and state 
public health agencies
(n = 1,852) (n = 1,205) (n = 282) (n = 261)
 Confident (very/somewhat) 59 58     74WH 59
  Very confident 13 10   22W   18W
  Somewhat confident 47 47 51 41
 Not confident (not too/not at all) 40   42A 26   41A
  Not too confident 30   31A 18   32A
  Not at all confident 10 11   8   9
In ability of local and state public health agencies to deliver antibiotics to the 
public
(n = 1,852) (n = 1,205) (n = 282) (n = 261)
 Confident (very/somewhat) 66 65   75W 68
  Very confident 14 12   22W 18
  Somewhat confident 52 53 53 51
 Not confident (not too/not at all) 34     35AH 25 32
  Not too confident 26 26 19 26
  Not at all confident   8   9   6   5
Confidence in the ability of the USPS to deliver antibiotics to the public (n = 1,852) (n = 1,205) (n = 282) (n = 261)
 Confident (very/somewhat) 74 73 76 73
  Very confident 30 30 35 30
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Total White African American Hispanic
  Somewhat confident 43 43 41 44
 Not confident (not too/not at all) 26 26 23 26
  Not too confident 17 18 16 18
  Not at all confident   8   8   7   9
W
Statistically significantly greater than white respondents.
A
Statistically significantly greater than African American respondents.
H
Statistically significantly greater than Hispanic respondents.
Note: Summary categories (eg, very/somewhat) may not equal the sum of individual categories combined (eg, very plus somewhat) due to 
rounding.
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